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tries, the huge fatality rate recently contributed to a building
collapse at a popular church in Nigeria and the rising tide of
non-communicable disease and road trafﬁc incidents, we are
reminded again of the woeful inadequacy of the vast majority
of African emergency responses and pressure on our dwindling
services. In our ﬁnal issue for the year, AfJEM looks at capac-
ity and resources. We ﬁnd that community preparedness and
prehospital services are lacking, equipment is scarce and emer-
gency centres are overcrowded. Arguably staff suffer as much
if not more than patients under the constant pressure required
to keep chasing an ever eluding goal. This is beautifully
described in our editorial. But there is hope; the recent African
Conference on Emergency Medicine in Addis Ababa (Novem-
ber) showed a group of likeminded, dedicated and determined
acute care workers who want to change the current downward
African acute care trajectory. And they are not alone; follow-
ing a plea for sponsorship of delegates a few weeks prior to the
conference, international acute care workers from all over the
world rallied to support their colleagues attending. If anything
this issue means to show both the polar opposites of what is
lacking and what can be achieved. African acute care has a
long, long way to go but at least we know in which way we
are going (well, most of the time we do). Stay safe and remem-
ber: do not burn out, we need you. See you all in April in Cape
Town (www.emssa2015.co.za).
Prehospital emergency care and injury prevention in Sudan
Ominously ranked thirteenth globally for road trafﬁc inci-
dents, Elbashir et al. present data in this paper to support
improving pre-hospital care in Sudan. A poorly publicised
emergency number, having to pay in cash or through insurance
(the latter only available to the lucky few who can afford it)
and a critically underdeveloped training programme, prehospi-
tal care in Sudan has many challenges. As pointed out in
Uchunguzi, a prehospital service can be ﬁnancially viable, aswas proven in Uganda. Elbashir correctly points out that
stakeholders need to collaborate efforts and that more could
be done to make use of the rapid expansion of mobile phones
and associated technology. I would add the political will to
make it work as well.
Essentials for emergency care: Lessons from an inventory
assessment of an emergency centre in Sub-Saharan Africa
Osei et al. put the World Health Organization (WHO) pub-
lished lists of supplies considered essential for delivering basic
emergency care through its paces in Ghana. Besides that the
exercise casted a light on shortfalls at the Korle-Bu Teaching
Hospital, it highlights the utility of this audit resource to other
emergency centres in Africa. A step up from this would be sep-
arate lists for different denominations of emergency centres,
perhaps focusing on signal functions rather than the actual
equipment which would imply that not only the kit is avail-
able, but that the skill also exists to use it. The WHO
equipment lists and needs assessment can be found at this link:
www.who.int/surgery/publications/immesc_equipt_needsmaneg/
en/.
A descriptive analysis of Emergency Department overcrowding
in a selected hospital in Kigali, Rwanda
It is incredible how perspectives differ depending on your sit-
uation. If one works in a crowded emergency centre, the state
of crowding soon becomes the norm, shifting the goal posts in
the wrong direction. It is therefore reassuring to see that Pas-
casie et al. performed this study to assess staff perspectives on
overcrowding in this Rwandan centre. As I would have
expected, amongst other triggers, staff only regarded over-
crowding to exist if patients have been in corridors (not bays)
for more than 24 h without any attendance. Staff further con-
sidered high inﬂux (speciﬁcally non-emergency attenders and
inappropriate referrals) and emergency centre shortfalls as
the key issues contributing to overcrowding, with output prob-
lems (such as lack of inpatient turn-over) largely felt to be con-
tributing less. A follow up study to see these perspectives
matched to the actual numbers would be interesting. I suspect
that it will simply show what African emergency centre staff
have known for decades: we are ﬁghting a losing battle in
isolation.
166 EditorialHouseholds’ preparedness for ﬁrst-aid of burns and falls in
Khartoum
Ahmed et al. describes this survey into community prepared-
ness to provide ﬁrst aid for burns and falls in Sudan. Turns
out it is not very good, which is less of a surprise given the
description of prehospital services discussed in our commen-
tary. I maintain that a political will as well as engagement from
the community and health care sectors are required to improve
the current status quo. The biggest gains in emergency care can
be achieved outside the hospital, but without sufﬁcient pre-
paredness (community or otherwise) this is likely to continue
eluding African communities.
Hypertonic saline (HTS) versus standard (isotonic) ﬂuid therapy
for traumatic brain injuries: a systematic review
This very thorough systematic review by Lourens et al. once
again shows that we as acute care workers like ‘‘good’’ num-
bers, even if we are not quite clear on what exactly deﬁnes a
‘‘good’’ number. No difference was found between the use of
either hypertonic saline or standard isotonic ﬂuid therapy for
patients with traumatic brain injury in terms of mortality or
morbidity at discharge, improving haemodynamics or intra-
cranial pressure. It did however show that cerebral perfusion
pressure was better in the hypertonic saline group, but with
no downstream beneﬁt it is not clear why that matters in thegreater scheme of things. The bottom line is essentially that
in resource limited settings, isotonic ﬂuid therapy is sufﬁcient
and appropriate when used for traumatic brain injury.
According to the authors there seems little evidence that the
additional cost of hypertonic saline would justify the unmea-
surable difference in outcome.
How to start and operate a National Emergency Medicine
Specialty Organization
Building capacity starts by identifying stakeholders that could
collaborate and work together towards a uniﬁed goal. With
very few African emergency medicine associations or societies
in place, acute care on the continent sadly lacks a uniﬁed voice
that could challenge local systems and establish the speciality
more widely. DeVos et al. provide a clear how to guide which
will be useful for low to middle income countries only starting
out to those that are in the process or have recently established
themselves.
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